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Yasunori Sohara, MD, PhD, Tochigi, JapanPulmonary sequestration is an uncommon type of foregutmalformation characterized by nonfunctioning abnormalpulmonary parenchyma that has no connection with thetracheobronchial airway and receives its blood supply
from a systemic artery.1 Two different forms have been described:
intralobar sequestration is localized within the normal pulmonary
parenchyma, whereas extralobar sequestration is totally separate
from the lung and has a distinct pleural covering. Extralobar
sequestration has no communication with the airway, and the
chance of it becoming symptomatic in adults is very small. We
present herein a case of extralobar sequestration that caused he-
moptysis.
Clinical Summary
A 46-year-old woman, previously in good health, was admitted to
our hospital because of a 2-week history of recurrent hemoptysis.
No abnormalities were detected on chest roentgenography. Chest
computed tomographic scanning (Figure 1) revealed a plate-like
consolidation behind the right lower lobe and a string-like struc-
ture between the consolidation and the descending aorta, which
were suspected as a pulmonary sequestration and an aberrant
artery. Angiography revealed an aberrant artery branching from
the descending aorta and draining vein to the azygos system
(Figure 2). The pulmonary artery of the right lower lobe was
simultaneously stained, indicating blood flow not only to the
sequestered segment but also to the right lower lobe. An intralobar
sequestration was suspected because the aberrant artery also sup-
plied the normal lung. The patient underwent video-assisted tho-
racoscopic surgery (VATS) with 3 ports. VATS exploration re-
vealed a 5  5  1–cm lung tissue behind the right lower lobe in
the paravertebral area. It had a distinct pleural covering and no
anthracosis. There was no adhesion or pleural effusion. The aber-
rant artery emerged from between the vertebra and esophagus, and
the vein drained into the azygos system. The lesion was diagnosed
as an extralobar sequestration. However, the sequestered lung was
connected to the right lower lobe through a narrow (2 mm diam-
eter) strand of tissue containing small vessels. The aberrant artery
and draining vein were ligated and divided. The tissue-strand
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778 The Journal of Thoracic and Cardiovascular Surgery ● Noveattachment site on the right lower lobe was resected with an
endothoracic linear cutting device. Thus the sequestered lung was
removed with the strand and part of the right lower lobe (Figure 3).
The patient recovered uneventfully and was discharged on post-
operative day 5. She remains asymptomatic without hemoptysis 1
year after the operation.
Discussion
Extralobar sequestration is usually discovered in infancy because it
is frequently associated with other congenital anomalies and it
causes respiratory distress.1 Extralobar sequestration in adults is
usually asymptomatic and is found incidentally on routine chest
roentgenograms because it is enveloped in its own pleural sac and
has no communication with the airway.2 There are only a few
reports of symptomatic extralobar sequestration in adults. To our
knowledge, hemothorax3 and infarction4 are the only reported
symptoms. In our case the patient had no other congenital anom-
alies and no symptoms before the hemoptysis. This extralobar
sequestration was unique because of its connection to normal lung.
It is difficult to determine whether the connection between the
sequestered lung and the right lower lobe was congenital or ac-
quired as a result of an inflammatory process. However, we sus-
pect that the connection was congenital because VATS findings
showed no adhesion or pleural effusion, which would have re-
sulted from inflammation. Flow pressure was probably higher in
the sequestered lung than in the normal lung because the aberrant
artery feeding the sequestered segment branched off the descend-
Figure 1. Chest computed tomographic scan showing a plate-like
consolidation behind the right lower lobe and string-like struc-
ture between the consolidation and the descending aorta. These
findings suggest a pulmonary sequestration and an aberrant ar-
tery.ing aorta. Therefore we suspect that the blood flowed from the
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Brief Communicationssequestered lung into the right lower lobe through a small vessel in
the strand of tissue and thereby caused the hemoptysis.
VATS is used to treat a variety of thoracic diseases, including
pulmonary sequestration.5 In this case VATS was selected and
safely performed because preoperative examination, enhanced
computed tomography, and angiography precisely identified the
aberrant artery and the draining vein of the sequestered lung.
In summary, we treated a rare case of hemoptysis caused by
extralobar sequestration in an adult. Presumptive diagnosis en-
Figure 2. Superselective angiogram from the aberrant artery
branching directly from the descending aorta showing staining in
the sequestered lung and draining vein into the azygos system.
The simultaneous staining of the pulmonary artery in the right
lower lobe indicates blood flow from the sequestered segment to
the right lower lobe.abled safe and minimally invasive treatment with VATS.
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